Traumatic hip dislocations are common in high-energy motor vehicle accidents. We present a case of a 43-year old man who sustained posterior hip dislocation with posterior wall acetabular fracture and ipsilateral intertrochantric fracture following a motorcycle accident. Urgent open reduction and internal fixation of the hip fracture-dislocation and fixation of intertrochantric fracture with a dynamic hip screw were done. To our knowledge, such an injury has been rarely reported in the literature. Possible mechanisms of injury and operative procedures are discussed. Radiographic follow-up after eight months showed union. No major complications were observed in our patient.
Introduction
The hip joint is one of the most stable joints in the body and its dislocations usually occur following high-energy road traffic accidents. Because massive force is required to dislocate the hip, screening for associated injures should be considered in these dislocations. Femoral head or acetabulum fractures are commonly associated fractures in hip dislocation. We describe a case of posterior hip dislocation with posterior wall acetabular fracture and ipsilateral intertrochantric fracture following a motorcycle accident. Not many cases similar to ours was found in the English literature.
Case Report
In May 2010, a 43-year-old farmer who was riding a motorcycle, collided front-to-side with a pickup and was thrown from his bike. He was admitted 2 hours later to our hospital. Upon admission, he was conscious (GCS = 14) and hemodynamically stable. He had severe pain in the right hip and knee and was unable to move his right leg. On examination, his right leg was 2 cm shortened and rotated externally without any open wound. Swelling with abrasions on the right knee and ecchymosis around the left eye and on the posterior of left shoulder were observed. Vascular examination was normal. Upon neurological exam, he was unable to dorsiflex his toes in the right foot and sensory touch was impaired in the dorsal and plantar regions. Examination of the trunk and other limbs showed no injury. Plain radiographs of the pelvis (Figure 1 ) revealed a posterior hip dislocation with posterior wall acetabular fracture and ipsilateral intertrochantric fracture. There was no fracture of the femoral head or neck. Brain CT scan and radiographs of the knee and shoulder were normal. Computed tomography (CT) scan of the hip confirmed the findings (Figure 2 ). Considering dislocation and fracture type, no attempt was made for closed reduction. Urgent surgical reconstruction of the fracture dislocation was performed four hours after injury under general anesthesia in a lateral position via a posterolateral approach. Intraoperatively, the sciatic nerve was intact but compressed by a fragment of bone and the hip capsule was ruptured posteriorly. The comminuted acetabular fracture was reduced and fixed with a reconstructive plate and cortical screws. Then on the orthopedic table in supine position with extension of the incision to lateral of the femur, the intertrochantric fracture was reduced and fixed with dynamic hip screw using C-arm imaging. After ten days the patient was discharged and after three weeks partial weight bearing walking was permited with crutches. At last follow-up after eight months, no radiological sign of avascular necrosis was seen (Figure 3) . The movements at the hip were terminally restricted and dorsal right foot remained numb. 
Discussion
Hip joint injuries during traffic accidents can range from mild trauma without a major functional problem to more severe types of fractures and fracture-dislocations of the hip. Posterior dislocations account for approximately 90% of hip dislocations (1). Position of the hip at the moment of impact and vectors and intensity of the forces affect the direction of the dislocation and whether a fracture-dislocation or a pure dislocation occurs (2). During a motor vehicle accident, if the axial forces are applied through the femur while the hip is flexed and adducted, posterior hip dislocation usually occurs. Slight degrees of hip adduction at the time of collision, also leads to posterior wall fracture of the acetabulum. Further adduction of the femur head fixed by the tight periosteum of the ilium can cause the fracture of the femoral neck (3). In our patient, we believe that the mechanism was axial force during the collision while the hip was in adduction and caused hip fracture-dislocation. This was followed by an external rotation force which led to an intertrochantric fracture. Another possible mechanism could be a hip fracture-dislocation caused by a longitudinal compressive force combined with adduction followed by direct force in the throcantric region when thrown off the bike. Such a fracture pattern has not been explained by the classification systems described for hip dislocation injuries (4, 5) .
In reviewing English literature, associations between hip dislocations and ipsilateral trochanteric fractures are extremely rare revealing only four case reports (6) (7) (8) (9) . Although the first approach consisted in an attempt for close reduction in some case reports, most authors recommended an open reduction. Considering the emergency of such injuries, in addition to the severity of damage, duration of the dislocation has a considerable impact on patient outcome. Reduction within six hours after trauma showed better results (10). The incidence of nerve injury in hip dislocations is approximately 10% in adults (11) . The sciatic nerve, especially the peroneal division, is a common nerve injury in traumatic posterior hip dislocations associated with displaced posterior acetabular fractures. Despite varying reports of nerve injury outcomes in traumatic hip fracture-dislocations, return of nerve function can be expected in approximately 60% to 70% of patients (11) . Some authors (12) (13) (14) recommend immediate open reduction and surgical exploration of the sciatic nerve in such cases. Others (4, 15) believe in attempting a closed reduction of displaced fracturedislocations with conservative treatment of the nerve injury after a successful reduction of the all acetabular fragments. Considering neurologic deficit in our patient with such an unusual fracture pattern, urgent open reduction was done to prevent further possible injury. At last follow-up eight months later, dorsal numbness of the right foot still remained so we considered conservative treatment. Plain radiographs of the pelvis showed union and normal anatomy without signs of avascular necrosis of the femoral head. This can be somewhat related to reduction within the "golden time" period. Although longer follow-up is needed, we can rule out the possibility of avascular necrosis and other related complications.
